Total replacement arthroplasty has, in the case of the hip-joint, almost completely taken over from other technical procedures. As this has come about entirely as a result of the British achievements started by George McKee in Norwich and John Charnley at the Wrightington Hospital, we can indeed take great pride in this success as it gradually spreads throughout the world.
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In this paper it is not the intention to compare or contrast metal-to-metal and metal-to-plastic hip arthroplasties as this has been more than adequately covered by other authors. We intend to show that good results can be achieved by carrying out hip arthroplasties as routine orthopxdic procedures in a busy general hospital with ordinary theatre facilities.
The reasons for choosing the Stanmore metalto-plastic prosthesis were: (1) The demonstration of minimal wear in metal-to-plastic arthroplasties suggests they should be durable over at least a decade and probably longer. (2) The low-frictional torque ensures that less strain is transmitted to the prosthesis itself, lessening the risk of loosening of the prosthesis or the cement in the bone. (3) The slightly larger head and deeper socket provide a satisfactory fit. Details ofthe prosthesis: This has been developed in the Department of Biomedical Engineering of the Institute of Orthopwdics at Stanmore. The femoral component is made of cast cobaltchromium-molybdenum alloy (Alivium). The stem is 15 cm long and the femoral head 25 mm or 35 mm in diameter. The acetabular component is made of high molecular weight RCH 1000 polyethylene. Its external surface has annular ribs which are dovetailed in cross-section. These act as spacers and have transverse gaps to facilitate the flow of cement between the inter-rib spaces and thus prevent rotation of the cup. A marker wire is provided. There are three sizes of acetabular component: the two smaller sizes are of 45 mm and 50 mm outside diameter and provide 950 of movement when used with the 25 mm femoral head; the larger size is 57 mm and provides 110°o f movement when used with the 35 mm head. The acrylic cement used in all the arthroplasties was surgical Simplex P. Clinical material: The series comprises the first 50 hip arthroplasties of this type carried out in the Lewisham Hospital during an 11-month period. There were 16 men and 28 women whose ages ranged from 46 to 81 years with an average of 69.9 years. Twenty-four patients had the right hip operated on, 20 the left hip and 6 patients had bilateral operations. Forty-one procedures were performed for osteoarthritis, 8 for rheumatoid arthritis and one for an old Austin-Moore arthroplasty. No patients were excluded unless they were so ill that it was felt that they would not benefit from arthroplasty. Nevertheless, it is obvious that the best results will be achived in patients who are fit apart from their hip disease.
Preoperative preparation: There was no special skin preparation, but the patients were encouraged to take a bath just before operation. Shaving was reserved for those who were unduly hairy. Arthroplasties were performed at the beginning of each operating session. Operative technique: With the patient in the lateral position, the skin of the thigh and buttock is painted with a 0.5 % Hibitane in spirit. Very careful draping is performed using self-adhesive film drapes. The operation is carried out through the posterior approach. Time is saved by completing the preparation of the femur after removal of the head before preparing the acetabulum. The selection of size of prosthesis is facilitated by the use of sizing components. Care must be taken to align the acetabular component in the line of the natural acetabulum, about 300 posterior angula-tion to the long axis of the body, and to ensure that there is good bony cover. Before the prosthesis is inserted the wound is irrigated with 500 ml saline containing Noxyflex. This serves both as a mechanical wash and as a topical antibacterial agent. After insertion of a suction drain the wound is closed in layers and a well-sealed dressing applied.
Postoperative regime: An abduction pillow is applied holding the legs 450 apart. This is removed after 6 days and walking is commenced on the seventh day. By the time the sutures are removed on the fourteenth day most patients can walk with only one stick and have negotiated a few stairs. After discharge they are seen at one-month and then three-month intervals. The stay in hospital lasts 2-6 weeks, averaging 3 weeks. Some patients in this series went to a convalescent home but most went straight home from hospital. Review of cases: All patients in this series were given a special outpatient appointment to attend for follow up examination. This varied from 4 to 16 months after operation, the average interval being 9.5 months.
The method of recording the patient's progress was identical to that used at the Centre for Hip Surgery at the Wrightington Hospital. During assessment patients were given a possible 10 points in three categories making a total of 30 points. The first category was absence of pain, particular attention being paid to pain on weightbearing or at rest. The second category was mobility, when note was made of any fixed flexion deformity, and of ability to put shoes and socks on and to attend to toenails. The third category was stability, when the ability to walk without a limp, to negotiate stairs and to dispense with walking aids was observed.
Results: Of the 44 patients examined, 28 were graded as excellent (25-30 points), 14 as good 15-25 points), 1 as fair (10-15 points) and 1 as poor (less than 10 points). All the patients were more than pleased with having had the operation and the 2 who were waiting to have the other side operated on were very keen to have this done.
Complications: There were 3 postoperative dislocations in this series. All occurred in the first week after operation and were among the first 6 patients operated upon. Treatment was by closed reduction, with anesthesia in 2 cases, and after this the leg was placed on skin traction for 3 weeks, active movements being encouraged. The final result was not prejudiced as all 3 patients were placed in the 'excellent' category. The subsequent use of a 300 posterior angulation of the cup has prevented further trouble of this sort which seems to be experienced by most surgeons no matter which hip prosthesis they favour, even the nondislocatable type.
There were 2 cases of superficial wound infection which responded to antibiotics. There were no cases of deep infection or pulmonary embolism but 2 patients had a mild deep-vein thrombosis which did not require anticoagulants. No deaths were recorded in this series.
Summary and Conclusions
This series of 50 hip arthroplasties has shown that 96% of patients can obtain excellent or good results after this procedure with a minimum of serious complications. Although any absolute declaration of technical excellence would have to await the study of a larger series over a longer period, in the short term these results appear satisfactory to the surgeon and acceptable to the patients who have had stiff and painful hips.
It enables one to draw the following conclusions: First, the Stanmore metal-to-plastic prosthesis can be relied upon to give a good result when inserted by the posterior route. It has the merit of simplicity, which is a distinct advantage as 'newer' hip prostheses tend to get more complicated. Second, no antibiotics are necessary either pre-or post-operatively, although a topical wash during the procedure is most helpful as both mechanical cleanser and antibacterial agent. Third, it is possible to achieve these results by carrying out these procedures as routine cases on the operating list of a busy orthopwedic department using the theatre facilities of a district general hospital.
Arthroscopy of the Knee: A Preliminary Review of Fifty Cases by M A Edgar FRCS and M Lowy FRCS (Middlesex Hospital, London WI)
Arthroscopy of the knee can be a useful procedure in helping to elucidate the diagnosis in cases where clinical and radiological assessment has been inconclusive. It was pioneered largely by Takagi (1933 Takagi ( , 1939 and his successor Watanabe in Tokyo (Watanabe & Takeda 1960). Their observations and experience were published in the 'Atlas of Arthroscopy ' (Watanabe et al. 1957 ' (Watanabe et al. , 1969 .
During the past five years, the value of arthroscopy has been acclaimed by several centres in North America, and by Jayson & Dixon (1968) working in Bath. Robert Jackson of Toronto has produced impressive results in a large series using the Watanabe No. 21 arthroscope (Jackson &
